Approximately 25% to 50% of cases of inferior wall myocardial infarction are associated with a right ventricular myocardial infarction (RVMI). 1 In a large meta-analysis, the presence of RVMI was associated with a 2.6-fold increased risk of mortality as well as an increase in ventricular arrhythmias, high-grade atrioventricular block, and mechanical complications.
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The standard 12-lead electrocardiogram (ECG) provides information on the left ventricle but yields limited information on the right side of the heart. Leads V 1 and V 2 on the standard ECG provide only a partial view of the right ventricle free wall. The ECG findings suggestive of RVMI on the standard 12-lead ECG include ST elevation in leads II, III, and aVF with reciprocal ST depression in the lateral leads. Characteristically in RVMI, the ST elevation in lead III is greater than in lead II, and the ST elevation in lead aVF is greater than the ST depression in lead V 2 . 4 Right-sided precordial leads are critical to the evaluation of suspected RVMI. Using right-sided precordial leads, STsegment elevation in lead V 4 R ≥ 1.0 mm is diagnostic of RVMI. 4 The ECG finding of ST elevation in lead V 4 R for diagnosis of RVMI has 100% sensitivity, 87% specificity, and 92% predictive accuracy. 4, 5 Right precordial ST-segment elevation is a transient event that may be absent in up to half of patients with RVMI 12 hours after the onset of pain. 6, 7 ST-segment elevation in right-sided precordial leads, especially in V 4 R, correlates with reduced right ventricle ejection fraction and is associated with major complications and inhospital mortality. [6] [7] [8] In RVMI, the resulting elevated right ventricle volume and right ventricle enddiastolic pressure displace the septum toward the volume-deprived left ventricle, further limiting left ventricle filling. Hence, once the diagnosis of RVMI is established, one must be careful to avoid diuretics, beta-adrenergic blockers, morphine, and nitrates because they 
